###### Strengths and limitations of this study

-   The study had an adequate sample size and power to detect significant effect of healthcare use on main outcomes but not on mental health literacy.

-   The study used a longitudinal design that allows for causal inferences.

-   The study participants were recruited from the community and thus less subjected to selection bias than if recruited from a clinical population.

-   There was moderate attrition over time and thus a need for imputation of data.

-   The study did not compare the outcomes of different types of help seeking.

Introduction {#s1}
============

Background {#s1-1}
----------

Common feeding and eating disorders (EDs) are binge ED (BED), anorexia nervosa (AN) and bulimia nervosa (BN).[@R1] The most common ED worldwide is BED with global mean lifetime prevalence of 2.8% in women.[@R2] AN and BN each carry a global mean lifetime prevalence of 1.4% and 1.9%, respectively.[@R2]

The burden of disease associated with these EDs is considerable and includes physical, psychosocial and economic impairments.[@R3] Mental health disorders in particular have been found to occur at higher rates in women with EDs, compared with community samples.[@R7] Specifically, depression and anxiety disorders are more prevalent in those with disordered eating[@R10] as are suicide and self-harm behaviour.[@R11] Individuals engaging in disordered eating behaviours (eg, binge eating, purging or strict dieting/fasting for weight/shape control) are more likely to experience high levels of psychological distress[@R13] and have impaired adaptive function.[@R14] Those with EDs also often report lower health-related quality of life,[@R15] proportionate to the severity of the illness.[@R17] While burden of these problems is high, many people with an ED do not seek formal healthcare and there is a known gap with regards to evidence-based treatment seeking.[@R19]

### Healthcare use in people with EDs {#s1-1-1}

Evidence-based treatments for EDs include specific psychological therapies, medical care of physical sequelae of EDs such as starvation and specialised inpatient or day patient programmes.[@R20] Health services offering access to these evidence-based treatments for individuals with EDs include primary care physicians, psychologists and psychiatrists; other sources of formal and informal healthcare may include community support groups, dietitians, nutritionists and counselling services. Individuals with EDs may also seek social support, which may have a positive influence on recovery[@R22] and could play a role in encouraging professional help seeking.[@R24] However, there may be barriers to social help seeking, including social stigma, a lack of belief in the ability of peers and family members to empathise or provide support and a fear of burdening others[@R25] and where there is perceived low quality of social support.[@R26]

While individuals with EDs engage with healthcare more than those without,[@R28] this is most often not for their ED. ED-related healthcare use (HCU) is thus uncommon, and seeking help that is evidence based is even less common.[@R30] A systematic review by Hart *et al* found that only 23.2% of community cases with a clinically diagnosable ED sought appropriate ED-specific help.[@R19] A consequence of this treatment gap is that, despite increased HCU, ED sufferers may not experience improvement in their ED symptomatology.[@R34]

### The treatment gap and mental health literacy {#s1-1-2}

There are several reasons for this treatment gap. They include barriers such as social stigma,[@R35] cost,[@R36] poor insight into eating pathology[@R37] and delays in seeking treatment.[@R38] In addition, people with EDs have a higher burden of disease from other mental health conditions[@R38] and are more likely to access non-ED-specific mental healthcare for these.[@R29]

Mental health literacy (MHL) is considered an important contributor to the treatment gap in EDs[@R37] as well as mental illness more broadly.[@R42] MHL refers to knowledge about mental disorders, which aid their recognition, management and prevention.[@R44] MHL regarding BN and other EDs has been investigated in women with and without ED symptoms, where those with EDs and those at high risk had poorer MHL than those at low risk for EDs.[@R45] Furthermore, a brief intervention to improve MHL has been shown to improve health-related quality of life in community women.[@R37] However, at longer term follow-up,[@R36] qualitative analyses revealed ongoing problems with HCU and accessing evidence-based treatment in this cohort.

### Objectives/aims and hypotheses {#s1-1-3}

Despite extensive investigation of barriers to and patterns of help-seeking,[@R19] and the known effectiveness of ED treatments,[@R20] few studies have investigated varying levels and types of HCU and their outcomes in relation to MHL in community samples of individuals with disordered eating. This study thus aimed to examine the extent and type of HCU and the outcomes of this over time. We hypothesised that HCU would lead to improvement in ED symptom severity and mental health-related quality of life (MHRQoL) and decreased psychological distress. We also hypothesised that HCU would lead to improved MHL. We did not hypothesise at which time point this would be most pronounced as this question was explorative.

Methods and Materials {#s2}
=====================

Participants and overall design {#s2-1}
-------------------------------

Participants in this study consisted of pooled data from two cohorts recruited for a longitudinal study on Women's Eating and Health Literacy. The first cohort was recruited using random selection of 10 000 women aged 18--42 from the Australian Capital Territory (ACT) electoral roll; 52.6% of these returned the initial survey, 324 of whom met ED screening criteria. Eating disorder examination (EDE) interviews with these women identified 185 clinically symptomatic women, 122 of whom agreed to longitudinal study participation.[@R46] The second cohort was a convenience sample drawn from 706 ED symptomatic and subclinical women recruited from four higher education centres including university and non-university institutions in two states (Queensland and Victoria) using print and email advertisements as well as direct recruitment. Due to the public advertisements on campuses, it was not known how many may have seen the advertisement and therefore the response rate was unable to be ascertained. Of participants who returned surveys at baseline, 448 (54.1%) completed follow-up at year 2, 434 (52.4%) completed follow-up at year 4 and 264 (44.0%) completed follow-up at year 9.[@R47] For the purposes of the present study, data were pooled in order to increase the proportion of participants with high levels of ED symptoms (ie, those in the first cohort) and increase the sample size for analyses. Data were from assessment time points at years 2, 4 and 9, where the HCU and MHL were both included; data were drawn from all participants who completed the year-2 survey (n=448; see [figure 1](#F1){ref-type="fig"}).

![Flow of participants meeting eligibility for the present study.](bmjopen-2019-033986f01){#F1}

Measures {#s2-2}
--------

### Health Care Use (HCU) {#s2-2-1}

ED symptom-related HCU was assessed using a multiple-choice question about healthcare sought for an emotional or mental health problem. The 12 sources listed included general or family practitioner, psychologist, psychiatrist, counsellor, social or welfare worker, dietician or nutritionist, naturopath or other alternative therapist, community mental health worker/team, self-help support group, commercial weight-loss programme, friend or family member. The next question asked: Have you spoken to or sought advice from any of these people specifically in relation to a problem with your eating, such as eating too much in one go, feeling that your eating is out of control, being preoccupied with what you can eat or when you can eat, or with burning up calories, or other problems like this? If yes, which people? The results of the second question were then grouped into *healthcare providers who potentially formed part of an evidence-based care appropriate for an ED issue* (ie, general practitioner, psychologist, psychiatrist); *others*, for example, social or welfare worker and *none* for descriptive analysis, and into binary categories of *any HCU* or *no HCU* for regression analysis. If a participant had engaged with multiple types of support, they were allocated to the highest (most ED appropriate) level of HCU.

### Mental health literacy {#s2-2-2}

MHL was assessed using a vignette describing a young girl with BN, including the core clinical features while avoiding medical terms. Participants were asked to select her 'main problem' from a randomly ordered list that included AN, BN, ED, depression, low self-esteem, poor diet and 'no real problem', among others. They were then asked to select the most helpful professional and most helpful treatment from randomly ordered lists. These three measures of MHL were coded into binary yes/no variables for analysis, according to whether they identified appropriate problems and interventions. This survey was developed by Mond based on Jorm *et al*.[@R44]

### ED symptom severity {#s2-2-3}

ED symptom severity was measured using the EDE Questionnaire (EDE-Q), a 28-item survey adapted from the EDE interview. The EDE-Q assesses ED symptoms in the preceding month, using a 7-point scale for 22 items used to calculate a global score. The EDE-Q has been found to have good test--retest and inter-rater reliability, internal consistency and criterion and construct validity in international and Australian clinical and non-clinical samples.[@R48] In the present study, internal consistency at baseline was good with an alpha of 0.93 for the 22 items used in the global score.

### Mental health-related quality of life {#s2-2-4}

MHRQoL was assessed using the Short Form-12 (SF-12) Health Status Questionnaire (SF-12), a 12-item questionnaire assessing self-reported physical and psychological symptoms as well as impact on functioning, producing a Physical and a Mental Component Summary Score. The SF-12 has been subjected to extensive validity testing[@R51] and demonstrated its validity and utility in assessing both physical and mental health status, with high reliability of test--retest correlations in physical and mental health in clinical and non-clinical samples[@R51] as well as acceptable (alpha=0.80) internal consistency and convergent validity and strong predictive validity and sensitivity to changes in an ED clinical sample.[@R53] An additional measure of role impairment was asked at year 2. This was a single question: 'On how many days were you more likely to have been unable to complete your work, study or household responsibilities in the preceding 4 weeks because of a problem with your physical or mental health'. In the present study, the alpha at baseline was acceptable at 0.71.

### Psychological distress {#s2-2-5}

Psychological distress was assessed using the Kessler Psychological Distress Scale (K-10). The questionnaire consists of 10 questions assessing self-reported distress associated with symptoms of depression and anxiety, each scored on a 5-point scale. Following international studies and demonstrated criterion and construct validity with high internal consistency (eg, Kessler *et al*[@R54]). The K-10 has been validated as a screening tool which can discriminate well between mood and anxiety disorders.[@R55] In the present study, the alpha at baseline was 0.94.

Statistical analysis {#s2-3}
--------------------

Data were cleaned and new variables were derived as above. Data were inspected for normality and descriptive statistics was used to present participant features and HCU. Between-group differences were tested with univariate statistics such as the t-test or Mann-Whitney U test or χ^2^ test as appropriate to the data, p\<0.05. For estimating the effect of HCU on a continuous outcome variable measured over time, including mental health quality of life, ED symptom severity and overall mental health, the repeated measures linear mixed-effects regression was used. For estimating the effect of HCU on a binary outcome variable measured over time, such as identifying the appropriate MHL professional or MHL problem or MHL treatment, repeated measures logistic mixed-effects regression was used. All regression models controlled for the effects of baseline (year 2) body mass index (BMI), age, education, and work status. The predictive performance of the mixed effects models was assessed by R^2^ when the outcome variable is continuous[@R56] and by pseudo R^2^ when the outcome variable is dichotomous.[@R57] Multiple imputations were performed to account for missing observations in all statistical analyses. The number of imputations performed was 25. All results were pooled using Rubin's rules.[@R58] Effect size for a continuous outcome variable was estimated by Cohen's d with small, moderate and strong effects as 0.20--0.49, 0.5--0.79 and 0.8--1.00, respectively; while for a categorical (dichotomous) outcome variable by OR with small, moderate, large and very large effects as 1.5--2.49, 2.5--3.99, 4--9.99, 10 and above, respectively.[@R59] Descriptive analysis was performed with SPSS V.25,[@R60] while all regression analyses were performed using SAS V.9.4.[@R61]

This was a nested study, so power analyses were retrospective. For multiple linear regression with the lowest estimated Cohen's d of 0.27438 for MHRQoL, assuming alpha=0.05, R^2^ difference=0.0119 for including MHRQoL and total R^2^=0.10, power=0.80, sample size is 596. Again for multiple linear regression with the lowest estimated Cohen's d of 0.27438 for MHRQoL, and assuming alpha=0.05, R^2^ difference=0.0119 for including MHRQoL and total R^2^=0.20, power=0.80, sample size is 530. So, the required sample size for multiple linear regression ranges from 530 to 596 for alpha=0.05, power=0.80. As this study has sample size of 1344, a clinically significant effect size of HCU for the outcome MHRQOL, which is much lower than that of 0.27438 (as estimated by multiple linear regression) can be detected as statistically significant. For logistic regression with the lowest estimated OR of 1.05632 for MHL person, alpha=0.05, pseudo R^2^=0.1 and power=0.80, we need a sample size of 8580. For logistic regression with the lowest estimated OR of 1.05632 for HCU and MHL person, alpha=0.05, pseudo R^2^=0.2 and power=0.80, sample size is 9652. So the required sample size for logistic regression to detect an OR of 1.05632 for HCU and MHL person ranges from 8580 to 9652 for alpha=0.05, power=0.80. As this study has a much smaller sample size of 896, for logistic regression this means that a clinically significant effect size of HCU for the outcome 'MHL person', which is much higher than that of 1.05632 (as estimated by multiple linear regression), would be detected as statistically significant.

Patient and public involvement {#s2-4}
------------------------------

There was no direct patient or public involvement when this study was first designed in 2004/2005. Participants have been kept informed of study outcomes over time with yearly newsletters from the research team.

Results {#s3}
=======

Sample characteristics {#s3-1}
----------------------

Demographic and other features are shown in [table 1](#T1){ref-type="table"}. Those who sought help at year 2 were significantly more likely to have a higher BMI, higher levels of ED symptoms and psychological distress, lower MHRQoL, higher role impairment and better MHL with regards to identifying an ED problem, compared with those who did not seek help. There were no significant differences in other demographic features or outcomes between groups based on HCU at year 2.

###### 

Demographic and other features of participants in year 2 (baseline) and with regards to their Health Care Use (HCU)

  ----------------------------------------------------------------------------------------------------------------------------
                                                 Total         HCU year 2       No HCU year 2   Statistic (df)   P value
  ---------------------------------------------- ------------- ---------------- --------------- ---------------- -------------
                                                 Mean (SE)     t (df)                                            

  Age (years)\                                   30.6 (0.4)    30.12 (1.0)      30.8 (0.6)      0.53 (438)       0.599
  N=443                                                                                                          

  BMI (kg/m^2^)\                                 25.4 (0.3)    27.4 (0.8)       24.9 (0.3)      −3.72 (427)      **\<0.001**
  N=432                                                                                                          

  Eating disorder symptom (EDE-Q global) N=426   2.0 (0.1)     2.9 (0.2)        1.8 (0.1)       −6.62 (421)      **\<0.001**

  Psychological distress (K-10) N=441            18.7 (0.3)    21.8 (0.8)       17.8 (0.4)      −4.94 (436)      **\<0.001**

  MHRQoL (SF-12)\                                43.5 (0.1)    40.7 (1.3)       44.4 (0.6)      2.55 (433)       **0.011**
  N=438                                                                                                          

                                                 Med (IQR)     Mann-Whitney U                                    

  Role impairment\                               1.0 (3.5)     2.0 (5.5)        0 (3.0)         −4.254           **\<0.001**
  N=442                                                                                                          

                                                 N (%)         χ^2^ (df)                                         

  Married                                        203 (45.7%)   39 (43.8%)       164 (46.2%)     0.16 (2)         0.687

  Children: yes                                  149 (33.7%)   31 (34.8%)       118 (33.4%)     0.063 (1)        0.802

  Employment                                                                                    3.38 (4)         0.496

  Studying                                       160 (36.0%)   31 (34.8%)       129 (36.3%)                      

  Not employed                                   45 (10.11%)   13 (14.6%)       32 (9.0%)                        

  Part time/casual                               68 (15.3%)    15 (16.9%)       53 (14.9%)                       

  Full time                                      163 (36.6%)   29 (32.6%)       134 (37.6%)                      

  Highest level of education                                                                    0.338 (2)        0.844

  High school                                    173 (39.0%)   37 (41.6%)       136 (38.3%)                      

  Trade certificate or diploma                   76 (17.1%)    15 (16.9%)       61 (17.2%)                       

  Bachelor or postgraduate degree                195 (43.9%)   37 (41.6%)       158 (44.5%)                      

  MHL person: yes                                234 (53.8%)   49 (56.3%)       183 (53.0%)     0.300 (1)        0.631\*

  MHL main problem: yes                          70 (15.7%)    21 (23.65)       47 (13.2%)      5.884 (1)        0.021\*

  MHL treatment: yes                             280 (65%)     53 (62.4%)       227 (62.2%)     0.441 (1)        0.526\*
  ----------------------------------------------------------------------------------------------------------------------------

The significnat levels (p values) are provided in bold.

\*Fisher exact test.

BMI, body mass index; EDE-Q, Eating Disorder Examination Questionnaire; K-10, Kessler Psychological Distress Scale; MHL, mental health literacy; identified 'main problem' of eating disorder or other, most appropriate helpful professional and treatment/interventions; MHRQoL, mental health-related quality of life; SF, Short Form.

Types of healthcare accessed {#s3-2}
----------------------------

As shown in [table 2](#T2){ref-type="table"}, approximately half of the sample accessed healthcare for an emotional or mental problem at each of the three time points. The proportion that sought help specifically for eating decreased over time. Of those who sought help, the majority consistently accessed healthcare services that were not considered evidence-based ED appropriate sources of help. The proportion of the sample that intended to access healthcare for a mental health of eating problem in the following year was consistent across time points ([table 2](#T2){ref-type="table"}).

###### 

Types of Health Care Use (HCU)

                                                                                      Year 2 (N=445); missing=3   Year 4 (N=350); missing=98   Year 9 (N=257); missing=191
  ----------------------------------------------------------------------------------- --------------------------- ---------------------------- -----------------------------
                                                                                      N (%)                                                    
  HCU emotional or mental problem                                                     212 (47.6)                  170 (48.3)                   136 (52.7)
  HCU eating specifically                                                             89 (20.0)                   58 (16.6)                    35 (13.6)
   Evidence-based care provider                                                       39 (8.8)                    25 (7.1)                     15 (5.8)
   Other                                                                              50 (11.2)                   33 (9.4)                     20 (7.8)
   None                                                                               356 (80)                    292 (83.4)                   222 (86.4)
  Intending on HCU for emotional, mental health or eating problem in next 12 months   118 (26.5)                  91 (26.5)                    66 (26.6)

Year 2 HCU and ED symptom severity, MHRQoL, psychological distress (K-10) from year 2 to year 4 and year 9 and MHL from year 2 to year 4 {#s3-3}
----------------------------------------------------------------------------------------------------------------------------------------

Effects of year 2 HCU on ED symptoms, psychological distress, MHRQoL and MHL are shown in [table 3](#T3){ref-type="table"}. Exposure to healthcare at baseline was significantly associated with a decrease in EDEQ global score indicating an improvement in ED symptoms; an increase in SF12 scores indicating improved mental health quality of life and a decrease in K10 scores reflecting a decrease in psychological distress. The effect sizes associated with exposure to HCU at baseline and the outcomes are all numerically small in magnitude according to Rosenthal's criteria[@R59] ([table 3](#T3){ref-type="table"}).

###### 

Regression results for the effect of year 2 Health Care Use (HCU) on eating disorder symptoms, psychological distress, mental health-related quality of life and mental health literacy

  ----------------------------------------------------------------------------------
  Independent variable\*\                                               
  Health Care Use (HCU) in year 2†‡                                     
  ---------------------------------------------- ---------------------- ------------
  EDEQ global                                    −0.45 (**\<0.0001**)   **41.97%**

  Mental health-related quality of life (SF12)   0.27 (**\<0.0001**)    **35.96%**

  Psychological distress (K10)                   −0.40 (**\<0.0001**)   **32.18%**

                                                 **OR (p value)**        

  MHL person: yes                                1.18 (0.6640)          39.98%

  MHL main problem: yes                          1.45 (0.0860)          42.24%

  MHL treatment: yes                             1.17 (0.9356)          42.42%
  ----------------------------------------------------------------------------------

The significnat levels (p values) are provided in bold.

\*All regression models controlled for the effects of baseline (year 2) BMI, age, education and work status.

†For HCU in year 2, the estimated effect is for those seeking help for an eating-related problem in year 2.

‡For HCU in year 2, the reference category is for those who did not seek help for an eating-related problem in year 2.

§Mental health-related quality of life, eating disorder symptoms and psychological distress were measured at years 4 and 9; MHL was measured at year 4 only.

¶R^2^ was estimated for models predicting EDEQ global, mental health-related quality of life, psychological distress while pseudo R^2^ was estimated for models predicting MHL person, MHL problem and MHL treatment.

BMI, body mass index; EDE-Q, Eating Disorder Examination Questionnaire; K-10, Kessler Psychological Distress Scale; MHL, mental health literacy; identified \'main problem\' of eating disorder or other, most appropriate helpful professional and treatment/interventions; SF, Short Form.

Individuals exposed to healthcare at baseline were more likely over time to correctly identify an ED, the appropriate professional from whom to seek help and an appropriate treatment for an ED, based on a clinical vignette. However, while these results were in the expected direction, none was statistically significant (p\>0.05). The effect sizes are all very small (1≤OR\<1.5) for the MHL outcomes based on Rosenthal's criteria.[@R59] The effect sizes are also very small (0.20≤Cohen's d≤0.49) for EDEQ global, MHRQoL and psychological distress. The predictive ability of the fitted models ranged from 32.18% to 42.42% for psychological distress and MHL treatment, respectively.

Discussion {#s4}
==========

Principal findings---types of HCU and outcomes over time {#s4-1}
--------------------------------------------------------

The present paper found that the rate of ED-specific HCU was low, at less than 20% in a symptomatic sample (ie, with higher levels of ED symptoms and psychological distress and poorer MHRQoL compared with young women in the general population of Australia[@R62]) of adult community women. Further, it was found that the majority of help seeking was not for 'first-line' professional healthcare and that ED symptom severity improved over time with HCU. These findings are consistent with the Hart *et al*'s[@R19] systematic review that found low rates of ED help seeking among community people with ED.[@R19] To our knowledge, this is also the first paper to extend this area of research to explore the effects over time of HCU on ED health literacy in addition to symptoms and quality of life outcomes.

The improvement in ED symptoms, decreased psychological distress and improved MHRQoL over time with HCU supports previous literature regarding the effectiveness of both social support and professional medical services in improving ED recovery.[@R64] There was a diversity of non-specialist HCU that included professionals such as dietitians as well as alternative therapies such as naturopathy and commercial weight loss programmes. This and other studies and case reports[@R69] suggest that these non-professional services may be popular but, as outlined by Insel,[@R71] empirical research is imperative to the translation of their role in the management of people with EDs. This could, for instance, include evaluation of community-lead help and services such as in Australia from The Butterfly Foundation (an ED advocacy and support organisation), which has a national 'free' EDHope telephone line for anyone seeking help or further information about EDs. Further, these interventions may improve general psychological health status (ie, decreased psychological distress and improved MHRQoL) particularly as people with EDs often have psychological comorbidities such as anxiety and depression.[@R38] Such known comorbidity is consistent with our finding of a high rate of help seeking by people with EDs for other emotional problems.

The present study also found that help seeking in people with an ED was higher in those with a higher BMI at baseline. This was likely because they were also seeking help for weight loss and comorbidities. Former studies have demonstrated that health services accessed by individuals with EDs tend to be those geared towards weight management, rather than disordered eating.[@R19] While this could suggest that HCU may not lead to an improvement in ED symptoms, this study demonstrates that ED symptom-related HCU, regardless of whether weight loss or ED treatment was the goal, is associated with improvement in ED symptoms and overall mental health. This may suggest that management of the comorbidities and complications of EDs, including high BMI, is also an important aspect of ED treatment.

Healthcare use and eating disorder mental health literacy {#s4-2}
---------------------------------------------------------

HCU was not associated with a significant improvement in MHL. This may reflect the diversity of help sought, particularly as many participants sought social rather than professional support. Social support may improve professional help seeking; Smalec *et al*'s study of individuals with BN currently seeking help found that 64% of their sample cited social encouragement as a contributing factor to their help seeking.[@R24] In light of these findings, interventions to improve the MHL of the broader population may be beneficial in improving the MHL and subsequent help seeking of those with EDs. Informational interventions such as Mental Health First Aid[@R74] and online education modules[@R76] have been identified as effective interventions to improve MHL, which is associated with improved help seeking and QOL.[@R37] This study supports the need for further empirical research into these and other interventions.

Strengths and limitations {#s4-3}
-------------------------

This study relied on self-report instruments, however, these were well validated which is a strength. Further strengths of the study are the large sample size and longitudinal design. There was moderate attrition over time, for which multiple imputation, which is the state-of-the-art method to handle missing data, was employed and this is a further strength of the study. The study limitations include not being representative of the general population, particularly with regards to men, older people and a higher proportion having attained tertiary-level education. The MHL tool was old and its use of forced-choice questions in a self-report format is inevitably associated with a loss of information and problems of interpretation. Other limitations with this method of assessment are the tendency for participants to avoid the most extreme options in responding to certain questions, and unknown effects of 'social desirability' on responses.[@R78] Furthermore, the study did not compare the outcomes of different types of help seeking; we can therefore not draw conclusions regarding which particular type of healthcare was most beneficial in this study; this is an important direction for future research. Finally, there was an inability to estimate in regression analysis, the interactions between year 2 HCU and time due to inadequate power to perform such analysis. At the design stage, the study was powered to detect main effects (eg, for year 2 HCU) but not for interaction effects. The retrospective power analysis also showed that for outcomes of psychological distress (K10), MHRQoL and the global EDE-Q score, the study had enough power to detect any significant effect of HCU but not for the three MHL outcomes.

Clinical implications {#s4-4}
---------------------

The clinical implications of this study are that health services may need to improve efforts and develop specific approaches to increase patients' MHL, as MHL demonstrably did not improve with HCU. Such interventions include the wider propagation of ED First Aid[@R75]; this may increase the capacity of individuals' social support systems to better assist them in management of their ED. Furthermore, the potential utility of a wider range of services in management of EDs should be considered by clinicians, in particular, encouraging patients to seek social support from friends and family may be beneficial.

Conclusions and future directions {#s4-5}
---------------------------------

This study demonstrated that individuals with EDs accessed healthcare that was not evidence based more often than that which was. However, the HCU was associated with an improvement in ED symptoms, MHRQoL and psychological distress. This suggests the utility of a variety of specialist, social and other professional or alternative services in ED management and facilitating recovery from EDs. Research into the specific and non-specific effects, particularly mediators of effects, of alternative and non-specialist therapies is thus important. Furthermore, the role of weight management in addressing EDs associated with increased weight should be further explored.
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